THANKS to the advance of obstetrics, chronic uterine inversion is now but seldom met with, and many eminent obstetricians have never even seen a case. From this aspect, therefore, its treatment iiust be considered of anything but engrossing interest. On the other hand, when it is remembered that if it does present itself the complication is one of great severity and leads in many instances to a fatal termination, and at the best to confirmed invalidism, the subject assumes a position of greater importance. As I have had the good fortune (if such it might be called) to have had three cases under my care, I have presumed to suppose that their description, and treatment by a new method of surgical procedure, might be worthy of bringing before the Section.
In, 1901 I recorded my first case, and had intended demonstrating the operation at the Cheltenham meeting of the British Medical Association, but was crowded out. The cases are as follow CASE I.
. Mrs. W., aged 24, 2-para, suffered from partial inversion of the uterus (the cervix still being felt). This she had acquired at the birth of her second child nine months previously-the result of a midwife attempting to deliver the placenta by pulling on the cord. After delivery there was severe bleeding, and her doctor, on being called in, found the patient collapsed. An attempt at reduction was immediately made by taxis but proved futile, and the haemorrhage had to be controlled by vaginal plugging. In a few days another attempt at reduction was made by elastic pressure, which was inefficacious, and she was removed to a cottage hospital, where the method of reduction by Aveling's repositor was tried for a week without any avail. She now decided to return home and for some months remained fairly well, but haemorrhage again ensued and steadily increased. As she was becoming profoundly anaemic and very weak, she was sent with much risk to the Deaconess Hospital, Edinburgh, to be under my care.
On examination the fundus uteri was felt in the vagina, protruding through the gaping cervix, and an attempt at manual reduction produced such severe bleeding that plugging had to be resorted to. On account of her extreme exsanguinity, I decided to try to reduce the malposition by the abdominal manipulation of Thomas, viz., dilatation and traction on the broad ligaments. This I found absolutely futile, and determined to proceed to incision of the uterus as subsequently described. She made an uninterrupted recovery, and has since borne two children at full time.
CASE II.
Mrs. B., aged 21, primipara, was sent to me by Dr. Connel, of Peebles, with complete inversion of twenty-one months standing, which had resulted from traction on the cord after delivery by a neighbour skilled (?) in delivery cases. After the birth a considerable amount of hwmorrhage took place, and continued more or less at irregular intervals for eighteen months, by which time she was becoming exsanguine and weak. Dr. Connel was now sent for and discovered uterine inversion, which he tried to reduce by Aveling's method, without avail, the attempt being productive of considerable bleeding and much pain. When asked to see her, the haemorrhage on simple examination was so great from the spongy protruding fundus in the vagina that I proposed at once to perform abdominal hysterotomy. This was easily accomplished, with complete recovery, and I have since learned that she has had a full-time living child. CASE III.
Mrs. W., aged 24, primipara, was confined naturally eleven months previously. Dr. Reid attended, and left her shortly after with conditions apparently normal, the uterus being abdominal and well contracted. Some hours later she complained of severe bleeding, which required firm vaginal plugging for its control. On removal of the plug the bleeding had ceased and no further examination was made. From time to time, however, during the following eight months, on exertion, the womb used to protrude between the thighs, and was always associated with severe bleeding, which, however, stopped when she lay down and pushed the womb back. But for three months the bleeding had been continuous and she had become so weak that she was a complete invalid.
On examination I found a soft body in the vagina continuous with its roof without any ridge of demarcation. This, when the patient bore down, protruded from the vulva and could be thoroughly inspected. The diagnosis of complete uterine inversion with prolapse was thus simply made. A cystic pelvic swelling about the size of a cocoanut could also be felt bimanually. As the uterus bled freely on the slightest manipulation and the patient was extremely ansemic, I decided without further delay to reduce it by abdominal hysterotomy. This was very easily performed, and the uterus ventrofixated after the removal of an ovarian and parovarian cyst which were also present.
CLINICAL FEATURES.
As regards the causation of the inversion in these cases, the last is of special interest, as it was attended throughout by a qualified medical man. Here it would appear as if it had spontaneously developed during the night following the confinement, as the doctor distinctly felt the uterus to be abdominal before he left. This, though the exception, is quite probable, and is quite in keeping with those cases of recurrence after replacement. As is well known, the most common factor in the production of uterine inversion is the attempt to deliver the adherent placenta by traction on the cord. This accounted for two of the cases. Funic traction as a common factor in the production of inversion is denied by Atthill in a recent article,' who ascribes it chiefly to fundal implantation of the placenta. Though there are many claims for the latter being a predisposing factor, it does not account for the frequency of inversion when funic traction was commonly adopted, as compared with its rarity in the present day, when such is severely condemned.
In each case the only symptom complained of was haemorrhage. This was particularly profuse, as might be expected, when the displacement occurred, but afterwards recurred at frequent irregular intervals to such an extent as gradually to bring the victim to a state of great exhaustion. In only one instance was there any evidence of the "shock " which is so constantly described in text-books as occurring at the onset of the complication, and in this case it was more of the nature of collapse from excessive blood loss. In no instance were the familiarly expressed "dragging down " pains complained of, nor, curiously, were bladder symptoms prominent.
METHOD OF TREATMENT.
The reduction of chronic inversion has at all times been considered a matter of great difficulty, and on many occasions so insuperable that removal of the uterus has subsequently had to be resorted to. The usual methods adopted are attempts at reduction by forcible taxis and steady continuous elastic pressure on the inverted fundus for days or even weeks. The first is only occasionally successful and the latter irksome, painful, frequently useless, and not without danger. Forcible reduction by taxis is a mode of treatment attended with considerable danger from rupture of the vagina and peritonitis, so much so indeed that Thomas, after an experience of nine cases over fifteen years, not inappropriately remarks (as far as the present paper is concerned) that " he would prefer to trust a patient to the operation of abdominal section than to that of taxis at the hands of a rough, unintelligent and inexperienced surgeon."1 This is only natural to expect when the true conditions are analysed. The walls of the chronically inverted organ are in a state of complete involution and retraction, and have thus little elasticity. There is thus not merely the resistance of a constricting ring to be overcome, but that of the inelastic walls in their entirety, and, further, there is the resistance offered bp the adherent peritoneal surfaces of the inverted fundus That reduction by taxis is successful " Diseases of Women " Macnaughton Jones, p. 313. so often as it is, is surprising, and that the pressure necessary to obtain it is frequently so great as to cause severe constitutional ;symptoms and even sloughing of the uterus and its surroundings, must form a natural sequence.
The reduction by continued elastic pressure has its greatest exponent in Aveling, who successfully treated eleven cases-probably a unique experience. This he accomplished in an average of forty hours. Subsequently he met with a case quite irreducible. Naturally his results have stimulated others, but with very varying success, and many fatal cases are recorded from sloughing, rupture of the vagina, and peritonitis from long-continued and forcible pressure. In two of the cases I operated on, this method was attelmlpted without success, continued pressure having been exercised for seven days and a fortnight respectively. A successful case is recorded by Jaggard after thirty-three days. Poney in five cases published failed once; one of his cases died after reposition, while in a third the fundus became gangrenous and was exfoliated.
From the rapid advance of intraperitoneal surgery within recent times it is only natural that its aid in the reduction of inversion should have been turned to. Thus Kustner and Piccoli, by posterior colpotomy and incision of the entire uterus, were able to acquire the desired result. According to Oui this was performed eight times, with four failures and four successes, while Taylor, Peterson, Oui, and others have performed the same operation by an anterior vaginal incision. Oui in thirteen cases had but one failure, but the description of his operation shows it to be complicated and difficult, while the after-treatment of drainage and packing is undoubtedly irksome.
Preferring, as I do, however, the abdominal route to the vaginal in all intraperitoneal pelvic operations, I determlined on the first opportunity to try it, and found the reduction so simple and satisfactory that I have repeated it with equal satisfaction, both as regards simplicity of performance and completeness of results, in the two succeeding cases I have been called upon to treat. The operation, which I have named abdominal hysterotomy, is performed in the following manner: After the usual thorough disinfection of the skin of abdomnen and vagina, the peritoneal aspect of the pelvis is exposed by the usual median abdominal incision; the site of the inverted fundus is now seen represented by a narrow transverse slit (fig. 1) ; into this a pair of ordinary dressing forceps is passed and opened as widely as possible to break any peritoneal adhesions in the inversion funnel (these were found in two cases). Each round ligament, as it passes into the slit, is now seized by a pair of Kocher forceps and pulled upwards and forwards, while at the same time an assistant pushes the fundus uteri upwards from the vagina. By this means a thick ring, formed by the uterine walls, is seen surrounding the slit formed by the inverted uterus ( fig. 2 ). This ring is divided posteriorly, the incision passing through the entire thickness of the uterine wall. By this means partial reduction is obtained by the vaginal taxis, and the still constricting portion of the uterus exposed (fig. 3) Site of incision through posterior uterine wall, commencing at ring. of operation and subsequent adhesions; (e) In anterior colpotomy the same difficulties occur as in posterior, with the exception of (d); on the other hand, both in the cases of Taylor and Peterson, difficulty of complete closure of the uterine incision was met with, while the gauze packing of the wound made the after-treatment irksome.
In posterior abdominal hysterotomy the following advantages may be claimed: (a) Absolute simplicity of the operation, fifteen to twenty minutes being ample for its performance; (b) Small uterine incision; (c) Easy control of haemorrhage, should it occur, which is the exceptio'n; (d) yielded readily to continuous force. The three cups of the repositor should be used with judgment-the largest at first, to get the fundus within the cervix, then the middle-sized or the smallest, to get it thoroughly reinverted. When this occurred the cup was incarcerated in the uterine cavity and had to be recovered. This was easily done by "reversing engines" and attaching the elastic bands to the foot of the bed, when it was readily withdrawn in a short time. In most of the cases which he had seen the reinversion took something like twelve to twenty-four hours, in one case three days. The case should be watched, pain (which only occurred for a short time after all) relieved by morphia if necessary, the vagina carefully disinfected when the cup was changed, and oftener if necessary, and the temperature observed. He had not seen serious symptoms in any of the cases. As regarded taxis, personally he had never seen it succeed, though several times attempted, even by relays of doctors, but when one read of rupture of the vagina by this method it must surely be due to one of the "rough surgeons'" mentioned by Dr. Thomas, and ought never to occur if taxis were properly applied-that is, if the outer hand supported the inversion ring and the inner hand pressed on the uterus and not on the vagina. Fatal cases must be due to want of skill. Dr. Champneys felt somewh,at surprised that the author had not referred to his very distinguished fellow-countryman, Matthews Duncan, whose writings on this subject ought to be well read and well known. If elastic reposition failed, doubtless it might become necessary to operate with the knife. If, say after three or four days, no prospect of success appeared, or if the patient's temperature rose and she appeared to be injuriously affected, then elastic reposition should be discarded, antiseptic treatment to the vagina applied, and another sort of operation contemplated. This should occur after an interval to allow the patient to recover from any abrasions, &c. If a cutting operation were decided on, then he thought Dr. Haultain's operation was superior to others. Incisions on the inner surface of the uterus were contrary to reason, for it was the outer and not the inner aspect of the uterine wall which required splitting, as this was the surface which would give way if violent splitting occurred. But he ,thought that Dr. Haultain had not proved that elastic reposition was either unsuccessful or dangerous when properly used, still less that abdominal section and hysterotomy was a justifiable procedure in the first instance. Dr. HEYWOOD SMITH said he considered the reason why so many cases of attempted reposition of chronic inversion of the uterus by manual taxis failed, and occasionally cases where repositors were used, was because the pressure was exerted in the wrong place, namely, directly on the fundus, thereby causing a lateral bulging which rather hindered reposition. He remembered a case he had under his care at the Hospital for Women, more than thirty years ago, of chronic inversion which had existed for some months and which yielded to manual taxis in under half an hour. It was necessary to put the patient under chloroform to obviate any reflex contraction of the uterus; the uterus should then be grasped firmly in the hand, and, before any actual attempt at reinvagination was made, the uterus should be steadily and firmly squeezed, in order to empty it of blood, the hands being changed when they became fatigued; and when it was felt to be lax the thumb should be pressed into the insertion of one of the oviducts, where the uterine walls are thinner, and alfter a time the uterus would yield at that point and reinvagination would readily take place. which was a protest, in the handwriting of Aveling, against the misrepresentation of -his instrument and its action. The chief points which were necessary for success with the instrument were: (1) the choice of a cup of suitable size; (2) pressure by means of elastic bands in the axis of the pelvis (easily obtained by bending the German silver stem); (3) ascertaining by frequent examination that the cup was in place and that the elastic bands were stretched. He thought that the instrument thus used would very rarely fail to reduce a chronic inversion of the uterus. He asked the author whether, by means of Bossi's dilator, it might not be possible to dilate the uterus from the abdomen and so effect the reduction without resorting to division of the uterine wall. Dr. HAULTAIN expressed surprise at the uniformly successful results acquired from Aveling's method by those who had spoken, as such were very different from what is published by many authorities. It seemed to him merely a question of opinion, in these chronic cases, what method should be adopted. Personally he would prefer to perform this simple operation, which he thought might be guaranteed to be successful, rather than subject his patients to a probably lengthy period of pain and discomfort with by no means a certainty of cure. He thanked the Section for the manner in which they had discussed the paper.
